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I. Introduction 

Pursuant to the KanCare Special Terms and Conditions issued by the Centers for Medicare and Medicaid 
Services, Number 11-W-00283/7, the State of Kansas, Department of Health and Environment, Division of 
Health Care Finance, submits this fourth annual report related to Demonstration Year 2016.  KanCare is a 
managed care Medicaid program which serves the State of Kansas through a coordinated approach. The 
State determined that contracting with multiple managed care organizations will result in the provision 
of efficient and effective health care services to the populations covered by the Medicaid and Children’s 
Health Insurance Program (CHIP) in Kansas, and will ensure coordination of care and integration of 
physical and behavioral health services with each other and with home and community based services 
(HCBS). 

On August 6, 2012, the State of Kansas submitted a Medicaid Section 1115 demonstration proposal, 
entitled KanCare. That request was approved by the Centers for Medicare & Medicaid Services on 
December 27, 2012, effective from January 1, 2013, through December 31, 2017. 

KanCare is operating concurrently with the state’s section 1915(c) Home and Community-Based Services 
(HCBS) waivers, which together provide the authority necessary for the state to require enrollment of 
almost all Medicaid beneficiaries (including the aged, disabled, and some dual eligibles) across the state 
into a managed care delivery system to receive state plan and waiver services. This represents an 
expansion of the state’s previous managed care program, which provided services to children, pregnant 
women, and parents in the state’s Medicaid program, as well as carved out managed care entities that 
separately covered mental health and substance use disorder services. KanCare also includes a safety net 
care pool to support certain hospitals that incur uncompensated care costs for Medicaid beneficiaries and 
the uninsured, and to provide incentives to hospitals for programs that result in delivery system reforms 
that enhance access to health care and improve the quality of care.  

This five year demonstration will:  
• Maintain Medicaid state plan eligibility;  
• Maintain Medicaid state plan benefits;  
• Allow the state to require eligible individuals to enroll in managed care organizations (MCOs) to 

receive covered benefits through such MCOs, including individuals on HCBS waivers, except:  
o American Indian/Alaska Natives are presumptively enrolled in KanCare but will have the 

option of affirmatively opting-out of managed care.  
• Provide benefits, including long-term services and supports (LTSS) and HCBS, via managed care; and  
• Create a Safety Net Care Pool to support hospitals that provide uncompensated care to Medicaid 

beneficiaries and the uninsured.  

The KanCare demonstration will assist the state in its goals to:  
• Provide integration and coordination of care across the whole spectrum of health to include physical 

health, behavioral health, and LTSS/HCBS;  
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• Improve the quality of care Kansas Medicaid beneficiaries receive through integrated care 
coordination and financial incentives paid for performance (quality and outcomes);  

• Control Medicaid costs by emphasizing health, wellness, prevention and early detection as well as 
integration and coordination of care; and  

• Establish long-lasting reforms that sustain the improvements in quality of health and wellness for 
Kansas Medicaid beneficiaries and provide a model for other states for Medicaid payment and 
delivery system reforms as well.  

II. STC 78(a) – Summary of Quarterly Report Items 
Items from the 2016 quarterly reports which are not included in others areas of this annual report, have 
not already been provided in cumulative annual form, and/or are subject to annualizing are summarized 
here: 
 

A. Operational Developments/Issues 
i. Systems and reporting issues, approval and contracting with new plans:  No new plans 

have been contracted with for the KanCare program.  Through a variety of accessible 
forums and input avenues, the State is kept advised of any systems or reporting issues on 
an ongoing basis and worked either internally, with our MMIS Fiscal Agent, with the 
operating state agency and/or with the MCOs and other contractors to address and 
resolve the issues.    Examples of this include ongoing external work groups with consumer 
focus and provider focus; technical work groups with key provider associations to resolve 
outstanding issues; and provider surveys or focused projects to assess and address 
systemic issues.  Annual reviews of the MCOs are discussed elsewhere in this report.  Each 
quarter, the State reports then-current consumer issues, their resolution, and actions 
taken to prevent further occurrences.  Summaries of those issues are included in the 
state’s quarterly STC reports submitted to CMS and posted at www.kancare.ks.gov.  
 

ii. Benefits:  All pre-KanCare benefits continue, and the program includes value-added 
benefits from each of the three KanCare MCOs at no cost to the State. A summary of value 
added services utilization, per each of the KanCare MCOs, by top three value-added 
services and total for January-December 2016 , follows: 

MCO 
 

Value Added Service Units YTD Value YTD 

Amerigroup Adult Dental Care 4,229 $464,758  

Member Incentive Program 21,091 $393,225  

Mail Order OTC 11,301 $198,739  

Total of all Amerigroup VAS Jan- Dec 2016 36,621 $1,056,722 

Sunflower CentAccount Debit Card 83,066 $1,661,320  

Dental Visits for Adults 9,513 $313,161  

http://www.kancare.ks.gov/


KanCare Annual Report to CMS – Year Ending 12.31.16 

 
 

4 

MCO 
 

Value Added Service Units YTD Value YTD 

Smoking Cessation Program 389 $93,360  

Total of all Sunflower VAS Jan- Dec 2016 92,968 $2,067,841 
United Baby Blocks Program and Rewards 31,383 $666,581  

Adult Dental Services 1,126 $135,120  

Rewards for Preventive Visits & Health Actions 2,212 $110,990  

Total of all United VAS Jan- Dec 2016 34,721 $912,691 

 
iii. Enrollment issues: For the calendar year 2016 there were 51 Native Americans who chose 

to not enroll in KanCare.   
 
The table below represents the enrollment reason categories for calendar year 2016.  All 
KanCare eligible members were defaulted to a managed care plan.  

Enrollment Reason Categories Total 

Newborn Assignment 25 
KDHE - Administrative Change 188 
WEB - Change Assignment 94       
KanCare Default - Case Continuity 764 
KanCare Default – Morbidity 1168 
KanCare Default - 90 Day Retro-reattach 537 
KanCare Default - Previous Assignment 1516 
KanCare Default - Continuity of Plan 13,823 
AOE – Choice 4439 
Choice - Enrollment in KanCare MCO via Medicaid 
Application 

 
4074 

Change - Enrollment Form 1221 
Change - Choice  1842 
Change - Access to Care – Good Cause Reason 18 
Change - Case Continuity – Good Cause Reason 5 
Change – Due to Treatment not Available in 
Network – Good Cause  

 
1 

Assignment Adjustment Due to Eligibility 40 
Total 29,755 

 
iv. Grievances and appeals: 

The following grievance, appeal and state fair hearing data reports activity for all of 2016.  The 
format for reporting these changed starting with quarter ending 6.30.2016.  The following tables 
contain data for the second through fourth quarters of 2016.  The tables for the first quarter of 
2016 follow those for the second through fourth quarters. 
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MCOs’ Grievance Database 
CY16 annual report 

 
 MCOs’ Appeals Database 
Members – CY16 annual report 

Member Appeal Reasons 
AMG – Red 
SUN – Green 
UHC - Purple 
 

Number 
Resolved 

Withdrawn MCO 
Reversed 

Decision on 
Appeal 

MCO upheld 
Decision on 

Appeal 

SFH requested 

MEDICAL NECESSITY DENIAL 
     

Criteria Not Met - DME 2 
34 
41 

 
2 
8 

 
22 
15 

2 
10 
18 

 
3 
3 

Criteria Not Met - Inpatient Admissions (Non-
Behavioral Health) 

1 
3 

74 

1 
 

62 

 
1 
4 

 
2 
8 

 
1 

Criteria Not Met - Medical Procedure (NOS) 7 
35 

1 
1 

1 
16 

5 
18 

 
1 

Criteria Not Met - Radiology  7 
16 

1 4 
7 

2 
9 

 

Criteria Not Met - Pharmacy 36 
194 
192 

2 
13 
29 

31 
112 
77 

3 
69 
86 

 
 

9 
Criteria Not Met - PT/OT/ST 1 

50 
  

26 
1 

24 
 

1 
Criteria Not Met - Dental 4 

7 
18 

 
 

10 

2 
3 
3 

2 
4 
5 
 

 
2 

Criteria Not Met or Level of Care - Home Health 15 
5 

 1 14 
5 

5 
1 

Criteria Not Met - Hospice      
Criteria Not Met - Out of network provider, 
specialist or specific provider request 

2 
1 

  
1 

2  

Criteria Not Met – Inpatient Behavioral Health 11 
52 

 
 

 
10 

11 
42 

 
1 

MCO QOC 
(non 
HCBS, 
non 
Trans) 

Customer 
Svcs 

Member 
Rights 
Dignity 

Access 
to Svc 
or 
Care 

Pharm QOC 
(HCBS) 

Trans (incl 
Riem.) 

Trans 
(No 
Show) 

Trans 
(Late) 

Trans  
(Safety) 

VA
S 

Billing/Fin 
Issues 
(non 
Trans) 

Other 

AMG 27 48 9 17 7 10 60 54 23 7 4 57 0 

SUN 21 62 20 135 21 7 57 40 7 9 14 31 19 

UHC 97 4 5 3 37 21 64 56 47 21 0 136 12 

Total 145 114 34 155 65 38 181 150 77 37 18 224 31 
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Member Appeal Reasons 
AMG – Red 
SUN – Green 
UHC - Purple 
 

Number 
Resolved 

Withdrawn MCO 
Reversed 

Decision on 
Appeal 

MCO upheld 
Decision on 

Appeal 

SFH requested 

6 2  4 
Criteria Not Met – Behavioral Health Outpatient 
Services and Testing 

4 
47 
6 

 
 

1 

1 
13 

3 
34 
5 

 
2 

Level of Care - LTSS/HCBS 62 
8 

8 
1 

7 
3 

47 
4 

6 
10 
6 

Level of Care - WORK      
Level of Care - LTC NF      
Level of Care - Mental Health     1 
Ambulance (include Air and Ground) 1  1   
Other- Medical Necessity 7 

25 
1 
5 

 
4 

6 
16 

2 

NONCOVERED SERVICE DENIAL      

Service not covered - Dental  
2 
1 

 
 

1 

  
2 

 

Service not covered - Home Health 10 1 2 7  
Service not covered - Pharmacy 2 

2 
  

2 
2  

Service not covered - Out of Network providers      
Service not covered - OT/PT/Speech 1   1  
Service not covered - DME 1 

3 
1 

  
3 
1 

1 1 
1 

Service not covered - Behavioral Health      
Other - Noncovered service 2 

15 
21 

 
1 
9 

 
8 
5 

2 
6 
7 

 
4 

Lock In 1  1  1 
Billing and Financial Issues 1 1    

3 
PRIOR AUTHORIZATION DENIAL      

Late notification 1  1   
No authorization submitted 7  2 5  
TOTAL 
AMG – Red 
SUN – Green 
UHC - Purple 
 

 
147 
496 
401 

 
14 
19 

128 

 
48 

230 
112 

 
85 

247 
161 

 
6 

34 
24 
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MCOs’ Appeals Database 
Providers - CY16 annual report (appeals resolved) 

PROVIDER Appeal Reasons 
AMG – Red 
SUN – Green 
UHC - Purple 
 

Number 
Resolved 

Withdrawn MCO 
Reversed 

Decision on 
Appeal 

MCO upheld 
Decision on 

Appeal 

SFH requested 

MEDICAL NECESSITY DENIAL      
Criteria Not Met - DME 3 

1 
4 

 2 
1 

1 
 

4 

 
2 
1 

Criteria Not Met - Inpatient Admissions (Non-
Behavioral Health) 

64 
102 
306 

 
 

1 

9 
62 

141 

55 
40 

164 

3 
25 
35 

Criteria Not Met - Medical Procedure (NOS) 15 
15 

1 7 
6 

7 
9 

 
 

3 
Criteria Not Met - Radiology  15 

 
1 

 11 4 
 

1 

 
2 

Criteria Not Met - Pharmacy 84 
5 

2 76 
2 

6 
3 

 
2 
3 

Criteria Not Met - PT/OT/ST      
Criteria Not Met - Dental 2  2   
Criteria Not Met - Vision 127  44 83  
Criteria Not Met or Level of Care - Home 
Health 

2 
2 

 1 
2 

1  

Criteria Not Met - Hospice      
Criteria Not Met - Out of network provider, 
specialist or specific provider request 

 
1 

   
1 

 

Criteria Not Met – Inpatient Behavioral Health 6 
13 

 

 3 
2 

3 
11 

 

Criteria Not Met – Behavioral Health 
Outpatient Services and Testing 

3 
3 
8 

  
1 
5 

3 
2 
3 

1 

Level of Care - LTSS/HCBS      
Level of Care - WORK      
Level of Care - LTC NF      
Level of Care - Mental Health     11 
Ambulance (include Air and Ground)  

17 
  

11 
 

6 
 

1 
Other-medical necessity 36 

8 
7 

 21 
4 
4 

15 
4 
3 

 
1 
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PROVIDER Appeal Reasons 
AMG – Red 
SUN – Green 
UHC - Purple 
 

Number 
Resolved 

Withdrawn MCO 
Reversed 

Decision on 
Appeal 

MCO upheld 
Decision on 

Appeal 

SFH requested 

NONCOVERED SERVICE DENIAL      
Service not covered - Dental 1 

21 
1 

 1 
11 
1 

 
10 

 

Service not covered - Vision      
Service not covered - Home Health 2 

16 
 2 

5 
 

11 
 

Service not covered - Pharmacy 1 
1 

 1  
1 

 

Service not covered - Out of Network 
providers 

     

Service not covered - OT/PT/Speech 3 
 

 3   
Service not covered - DME 1 

4 
 

2 
1 
2 

  

Service not covered - Behavioral Health  
1 

   
1 

 

Other- not covered service 1 
5 

288 

 
14 

1 
2 

81 

 
3 

193 

2 
7 

BILLING AND FINANCIAL ISSUES      

Claim Denied- contained errors 13,961 
95 
34 

 
 

2 

6379 
27 
20 

5992 
68 
12 

61 
76 
43 

Claim Denied- by MCO in Error 16,959 
5 
2 

 
 

2 

8598 
4 

6252 
1 

83 
20 

PRIOR AUTHORIZATION DENIAL      
Late notification 53 

58 
 7 

14 
46 
44 

 
2 
1 

No authorization submitted 7 
41 
79 

 
 

4 

2 
21 
43 

5 
20 
32 

 
1 
1 

TOTAL 
AMG – Red 
SUN – Green 
UHC - Purple 

 
31,209 

528 
753 

 
3 
0 

25 

 
15,118 

221 
304 

 
12,389 

307 
424 

 
148 
145 
94 
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MCO’s Appeals Database 
Provider Appeal Summary – CY16 annual report  

AMG – Red 
SUN – Green 
UHC - Purple 

Number 
Resolved 

Withdrawn MCO 
Reversed 

Decision on 
Appeal 

MCO upheld 
Decision on 

Appeal 

Proceeded to 
SFH 

Resolved at 1st Appeal Level 29543 
0 

753 

3 
0 

25 

14591 
0 

304 

11450 
0 

424 

0 
0 

70 
Resolved at 2nd Appeal Level 1666 

527 
0 

0 
0 
0 

527 
220 

0 

939 
307 

0 

195 
69 
0 

 
 State of Kansas Office of Administrative Fair Hearings 
Members – CY16 annual report 

AMG-Red 
SUN-Green 
UHC-Purple 

Withdrawn Dismissed-
Moot MCO 
Reversed 
decision 

Dismisse
d – No 
Internal 
Appeal  

Dismissed-
No 
Adverse 
Action 

Default 
Dismissal-
Appellant 
did not 
respond/ 
appear 

Dismissed-
Untimely 

OAH 
upheld 
MCO 
decision 

OAH 
reversed 
MCO 
decision 

Dental Denied/ 
Not Covered 

  
 

1 

  
1 

 
2 

  
1 

 

CT/MRI/X-Ray Denied 1        
DME Denied 2 

 
1 

1 
 

1 

 1  1 1 
 

1 

 
 

1 
Home Health hours 
Denied 

    1 
2 
1 

 
3 

 2 
3 

Comm Psych Supt/ 
BH Svcs Denied 

 
1 

1  1 3 
 

   

LTSS/HCBS/Work PCA 
Hrs Denied 

 
3 

4 
3 

  
1 
2 

 
1 

1 5 
 

3 

3 
2 

Pharm/Lab/Genetic 
Testing Denied 

 2 
3 

  2   
2 

 
2 

Inpt/Outpt/Observa
tion 
Med Procedure 
Denied  

 
2 

 
2 

 
1 

    
1 

 
2 

Specialist Ofc Visit/ 
Ambulance Denied 

        

TOTAL 
AMG – Red 
SUN – Green 
UHC – Purple 

 
0 
8 
2 

 
4 
9 
5 

 
0 
1 
0 

 
0 
4 
2 

 
1 

10 
1 

 
1 
4 
0 

 
6 
2 
6 

 
5 
7 
3 
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 State of Kansas Office of Administrative Fair Hearings 
Providers – CY16 annual report 

AMG-Red 
SUN-Green 
UHC-Purple 

Withdrawn Dismissed-
Moot MCO 
Reversed 
decision 

Dismisse
d – No 
Internal 
Appeal  

Dismissed-
No 
Adverse 
Action 

Default 
Dismissal-
Appellant 
did not 
respond/ 
appear 

Dismissed-
Untimely 

OAH 
upheld 
MCO 
decision 

OAH 
reversed 
MCO 
decision 

Claim Denied 
(Contained Errors) 

3 
2 

3 
1 

  
1 

    

Claim Denied by MCO in 
Error 

 7 
2 

 1     

Recoupment         
DME Denied 1 

3 
1 

20 
 

5 

 
1 

 4 
 

1 

   

Dental Denied  
1 
 

 
 

1 

1      

Radiology Denied  
1 

 1 
10 
2 

  
 

 
1 

 1 

Home Health/Hospice/ 
LTC Denied 

9 
 

12 
2 

3      
2 

Air/Ambulance Charges  1      1 
Inpt/Outpt/Observati
on 
Med Procedure 
Denied – Facility 
Charges 

15 
5 

15 

16 
3 

10 

8 
1 
2 

  
1 

 
 

1 

 
 

1 

 
5 
4 

Inpt/Outpt/Observati
on Med Procedure 
Denied – Physician 
charges 

9 
3 

18 

21 
1 

4 5 
 

1 

 
1 

  
 

1 

 

Mental Health 
HCBS/TCM Hrs 
Denied 

5 
4 
1 

16 
5 
1 

1 
 

1 

    
1 

 
6 

Pharm/Lab/Genetic 
Testing Denied 

 
1 

8 
1 
1 

20 
 

 
1 

 
 

1 

   
1 
1 

TOTAL 
AMG – Red 
SUN – Green 
UHC - Purple 

 
42 
20 
35 

 
104 
15 
18 

 
37 
12 
6 

 
6 
2 
1 

 
4 
3 
2 

 
0 
1 
1 

 
0 
1 
2 

 
0 

16 
5 

*Amerigroup treats and counts every provider initiated claim action request from all sources (verbal, written, email, 
web-submission, submitted by provider representative or other individual in any form) as an appeal for reporting 
purposes. Even though there may be commonality of cause across a number of provider contacts, the action itself is 
counted as a singular event regardless of the number of claims impacted or reported (claim appeals are not 
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aggregated for common cause). Amerigroup’s appeal workflow system accounts for each appeal intake as a distinct 
action. 

MCOs’ Grievance Database 
Members – CY16 1st quarter report 

MCO Access 
of ofc 

Avail- 
ability 

QOC 
 

Attitude/ 
Service 
of Staff 

Lack 
of Info 
from 
Prov 

Billing/ 
Fin 
Issues 

Transp- 
Timely & 
Qual Of 
Svc 

Prior 
Auth 

Level  
of  
Care 

Pharm VAS Med 
Proc/ 
Inpt 
Trtmt 

Waiver 
HCBS/ 
Home 
Health 

Other 

AMG 0  5 7   19 1  31  47 0 5 2 2 1 0  10 

SUN 0 4 16 18  2 22  59 2 1  3  2 0 3  9 

UHC 1 0  38 43 3 53   25  1 0  4 0 0 0  10 

Total 1 9 61 80 6 106 131 3 6 9 4 1 3 29 

 
MCOs’ Appeals Database 
Members – CY16 1st quarter report 

 
MCOs’ Appeals Database 
Providers - CY16 1st quarter report (appeals resolved) 

MCO MCO 
Auth 

MCO 
Prov. 
Rela-
tions 

MCO 
Claim/ 
Billing 

MCO 
Clin/ 
UM 

MCO 
Plan 

Admin/ 
Other 

MCO 
Quality of 

Care/ 
Service 

MCO 
Other 

Vision 
Claim/ 
Billing 

Dent 
Auth 

Dent 
Claim/ 
Billing 

Transp 
Quality 
of Care/ 
Service 

AMG 5 0 10,110 67 0 0 0  27 1 29 0 

SUN 35 7 129 16 2 19 11  39 4 30 0 

UHC 0 0 578 0 0 0 0 9 0 27 0 

Total 40 7 10,817 83 2 19 11 75 5 86 0 

 
 
 
 
 
 
 
 

MCO Dental DME Phar- 
macy 

OP/IP 
Surg/Proc 

Radio-
logy/Gen 
Tests 

Specialist 
Physician 
Ofc Visit 

LTSS/HCBS 
PCA/LTC/RTC/ 
TCM/CBS/MH 
PBS Svcs 

HH/ 
Hospice 
Hrs 

OT/ 
PT/ 
ST 

Inpt/ 
Outpt 
Covg 
 

Other 

AMG 1 1 7 8 1 0 23 0 0 0 1 

SUN  2 19 51 8 10 0 23 4 18 0 1 

UHC 15 13 103 55 0 1 21 6 0 0 1 

Total 18 33 161 71 11 1 67 10 18 0 3 



KanCare Annual Report to CMS – Year Ending 12.31.16 

 
 

12 

State of Kansas Office of Administrative Fair Hearings 
Members – CY16 1st quarter report 

AMG-Red 
SUN-Green 
UHC-Purple 

Dental 
Denied/ 
Not 
Covered 

CT/ 
MRI/ 
X-ray 
Denied 

Pharm 
Denied 

DME 
Denied 

Home 
Health 
Hours 
Denied 

Comm 
Psych 
Support/
BH Svcs 
Denied 

Inpt/ 
PT/OT 
Rehab 
Denied 

LTSS/ 
HCBS/ 
WORK 
PCA 
Hrs 
Denied 

Med 
Proc/ 
Genetic 
Testing 
Denied 

Specialist 
Ofc Visit/ 
Ambulance
Denied 

Withdrawn   1  1      
Dismissed-Moot  
MCO reversed 
decision 

  1 
1 

1 1  1  
1 

 1 

Dismissed-No 
Adverse Action 

          

Default Dismissal-  
Appellant did not 
appear 

 2 1    1    

Dismissed-Untimely   1 1    1 1  
OAH upheld 
MCO decision 

   1 1  1 3 
1 

  

OAH reversed 
MCO decision 

    2   4   

 
Providers – CY16 1st quarter report 

AMG-Red 
SUN-Green 
UHC-Purple 

Claim 
Denied 
(Contained 
Errors)  

Claim 
Denied 
By MCO 
In Error 

Recoup- 
ment 
 

DME 
Denied 
 

Radio-
logy 
Denied 
 

Home 
Health/ 
Hospice/LTC  
Denied 

Air 
Amb 
Charges 
 

Inpt/Outpt/ 
Observation 
Med Proc 
Denied 

Mental 
Health 
HCBS/ 
TCM Hrs 
Denied  

Pharm/
Lab/ 
Genetic 
Testing 
Denied 

Withdrawn  
 

1 

  
2 

1 
3 

  
3 

 6 
1 

 
1 

 
1 
1 

Dismissed-Moot 
MCO reversed 
decision 

 17 
1 
3 

 7 
2 
1 

1 
1 

 
4 
1 

 22 
7 
6 

3 
1 

 
1 

Dismissed-No 
internal appeal 

1     4 
1 

 
 

1 

3  18 
2 
1 

Dismissed-No 
adverse action 

1 
1 

      4 1  

Default 
Dismissal-  
Appellant did 
not appear 

  1 
 

1 
 

     
2 
2 

 2 

Dismissed-
Untimely 

    
1 

    
2 

  
1 

OAH upheld 
MCO decision 

       
1 

 
2 

4  

OAH reversed 
MCO decision 

        1  
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B. Customer service reporting, including total calls, average speed of answer and call abandonment 
rates, for MCO-based and fiscal agent call centers January- December 2016:   

KanCare Customer Service Report – Member 
MCO/Fiscal Agent 

 
Average Speed of Answer 

(Seconds) 
Call Abandonment Rate Total Calls 

Amerigroup 0:24 2.21% 184,550 
Sunflower 0:18 1.79% 167,449 
United 0:09 0.50% 160,153 
HP – Fiscal Agent 0.00 0.10% 24,973 

 
KanCare Customer Service Report - Provider 

MCO/Fiscal Agent Average Speed of Answer 
(Seconds) 

Call Abandonment Rate Total Calls 

Amerigroup 0:22 1.85% 83,865 
Sunflower 0:11 0.86% 95,521 
United 0:08 0.53% 63,919 
HP – Fiscal Agent 0.00 0.0% 10,358  

 
C. Summary of critical incident reporting: 

Critical Incidents 
January-December 2016 

1st Qtr 2nd Qtr 3rd Qtr 4th Qtr 2016 
AIR Totals AIR Totals AIR Totals AIR Totals TOTALS 

 Reviewed 263 394 585  1134 2376 
 Pending Resolution 1 3  24  25 53 
 Total Received 264 397  609 1159 2429 

  
 APS Substantiations* 69 65 72  74 280 

*The APS Substantiations exclude possible name matches when no date of birth is identified.  One adult may be a 
victim/alleged victim of multiple types of allegations.  The information provided is for adults on HCBS programs who were 
involved in reports assigned for investigation and had substantiations during the quarter noted.  An investigation may 
include more than one allegation. 
  

D. Safety Net Care Pool:  The Safety Net Care Pool (SNCP) is divided into two pools:  the Health Care 
Access Improvement Program (HCAIP) Pool and the Large Public Teaching Hospital/Border City 
Children’s Hospital (LPTH/BCCH) Pool.  The attached Safety Net Care Pool Reports identify pool 
payments to participating hospitals, including funding sources, applicable to 2016/DY4.  
 
Disproportionate Share Hospital payments continue, as does support for graduate medical 
education. 
 
Delivery System Reform Incentive Payment ((DSRIP) Pool:  Currently there are two hospitals 
participating in the DSRIP activities.  They are Children’s Mercy Hospital (CMH) and Kansas 
University Medical Center (KU).    CMH has chosen to do the following projects:  Complex Care for 
Children, and Patient Centered Medical Homes.  KU will be completing STOP Sepsis, and Self-
Management and Care Resiliency for their projects.  Kansas Foundation for Medical Care (KFMC) 
is working with the State on improving healthcare quality in KanCare.  The hospitals continue 
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identifying community partners, creating training for community partners, and working toward 
reaching the project milestones for DY4.  The CMS approved DSRIP annual and semi-annual 
payments were made on May 6, 2016 and November 10, 2016 respectively.  DSRIP Learning 
Collaboratives were held on April 25, 2016, September 21, 2016 and December 19, 2016 with 
Kansas University, Children’s Mercy Hospital, KFMC and the State in attendance.  A summary of 
2016/DY4 DSRIP payments is attached. 
 

E. Access:  As noted in previous reports, members who are not in their open enrollment period are 
unable to change plans without a good cause reason pursuant to 42 CFR 438.56 or the KanCare 
STCs.  GCRs (member “Good Cause Requests” for change in MCO assignment) after the choice 
period are denied as not reflective of good cause if the request is based solely on the member’s 
preference, when other participating providers with that MCO are available within access 
standards. In these cases, the MCOs are tasked with offering to assist the member in scheduling 
an appointment with one of their participating providers. 
 

 In 2016, the GCRs swung sharply upward in number during May (67), June (62) and July (83), then 
a sharp overall downward trend from the requests for the remainder of the year. The last quarter 
(October through December) had a total of 37 requests for the quarter.  The vast majority of 
requests, including those during the early summer peak, were due to members mistakenly 
believing that they can file good cause requests because they prefer a provider outside of their 
assigned MCO’s network.  For the busy period May through July, only 5 requests were approved 
out of 212. In the hopes of reducing the GCR volume, KDHE and the MCOs issued educational 
materials or information late in 2016, including what could be added to member enrollment 
packets, to further explain what would be considered “good cause.” 

If a GCR is denied by KDHE, the member is given appeal/fair hearing rights. During 2016, there 
were five state fair hearings filed for a denied GCR.  Two cases were dismissed and three had the 
denial affirmed.  A summary of GCR actions for 2016 is as follows: 

 

 

 

 

 

 

 

 

F.  HCBS Waiver Updates: 
a. The Autism waiver operated under temporary extensions in 2016.  KDADS and KDHE 

have worked closely with CMS to update and renew the Autism waiver and to move 
three services from the Autism waiver to the State Plan. 

Status 2016 Totals 

Total GCRs filed 450 

Approved 23 

Denied 266 

Withdrawn (resolved, no need to change) 98 

Dismissed (due to inability to contact the member) 63 

Pending 0 
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b. The Severe Emotional Disturbance (SED) waiver operated under temporary extensions 
in 2016.  KDADS and KDHE have worked closely with CMS to mitigate a potential conflict 
of interest within the SED waiver.  

c. The Traumatic Brain Injury, Physical Disability, Frail and Elderly, 
Intellectual/Developmental Disability and the Technology Assisted waivers were all 
amended in 2016. 

III. STC 78(b) – Total Annual Expenditures 
 
Total annual expenditures for the demonstration population for Demonstration Year 4 (2016), with 
administrative costs reported separately, are set out in the attached document entitled “KanCare 
Expenditure & Budget Neutrality – Demonstration Year 4 – 2016.” 

IV.  STC 78(c) – Yearly Enrollment Reports 
 
Yearly enrollment reports for demonstration enrollees for Demonstration Year 4 (2016), including all 
individuals enrolled in the demonstration, that include the member months, as required to evaluate 
compliance with the budget neutrality agreement, and the total number of unique enrollees within 
Demonstration year 4, are set out in the attached document entitled “KanCare Expenditure & Budget 
Neutrality – Demonstration Year 4 – 2016.”   

V. STC 78(d) – Quality Strategy 
 
Kansas has created a broad-based approach to ensure comprehensive, collaborative and integrated 
oversight and monitoring of the KanCare Medicaid managed care program. KDHE and KDADS have an 
established senior leadership committee jointly responsible for comprehensive oversight and monitoring. 
Additionally, the KanCare Steering Committee includes the senior leadership, as well as program and 
quality managers from both agencies, to initiate and review policies or program changes. KDHE continues 
to refine strategies to monitor and implement the State’s KanCare Quality Improvement Strategy (QIS).  
The QIS is consistent with the managed care contract and approved terms and conditions of the KanCare 
1115(a) Medicaid demonstration waiver.  
This approach is guided by information collected from KanCare managed care organization (MCO) and 
state reporting, quality monitoring/onsite reviews and other KanCare contract monitoring results; 
external quality review findings and reports; feedback from State and Federal agencies, the KanCare 
MCOs, Medicaid providers, Medicaid members/consumers, and public health advocates. This combined 
information assists KDHE, KDADs and the MCOs to identify and recommend quality initiatives to monitor 
and improved services provided to the Kansas Medicaid population. 

The State Quality Strategy – as part of the comprehensive quality improvement strategy for the KanCare 
program – as well as the Quality Assurance and Performance Improvement (QAPI) plans of the KanCare 
MCOs, are dynamic and responsive tools to support strong, high quality performance of the program.  As 
such, they will be regularly reviewed and operational details will be continually evaluated, adjusted and 
put into use.     

The State values a collaborative approach that will allow all KanCare MCOs, providers, policy makers and 
monitors to maximize the strength of the KanCare program and services. Kansas recognizes that some of 
the performance measures for this program represent performance that is above the norm in existing 
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programs, or first-of-their-kind measures designed to drive to stronger ultimate outcomes for members, 
and will require additional effort by the KanCare MCOs and network providers.  Therefore, Kansas 
continues to work collaboratively with the MCOs and provide ongoing policy guidance and program 
direction in a good faith effort to ensure that all of the measures are clearly understood; that all measures 
are consistently and clearly defined for operationalizing; that the necessary data to evaluate the measures 
are identified and accessible; and that every concern or consideration from the MCOs is heard.  When 
that process is complete (and as it recurs over time), as determined by the State, final details are 
communicated and binding upon each MCO. 

To support the quality strategy, KDHE staff conduct regular meetings with MCO staff, relevant cross-
agency program management staff, and EQRO staff to work on KanCare operational details and ensure 
that quality activities are occurring consistent with Section 1115(a) standard terms and conditions, the 
KanCare quality management strategy and KanCare contact requirements. Included in this work have 
been reviews, revisions and updates to the QIS, including operational specifications of the performance 
measures (and pay for performance measures); reporting specifications and templates; LTSS oversight 
and plan of care review/approval protocols; and KanCare Key Management Activity reporting and follow 
up. All products are distributed to relevant cross-agency program and financial management staff, and 
are incorporated into updated QIS and other documents. 

Kansas has provided quarterly updates to CMS about the various activities related to HEDIS 
measurements; CAHPS surveys; Mental Health surveys; Pay for Performance measures; and about specific 
activities related to MLTSS services, quality measures, and related HCBS waiver amendment application 
development and submission. State planning for integration of the Managed Care Final Rules related to 
the Quality Strategy has begun. Performance measures continue to evolve and change based upon 
analysis of Healthcare Effectiveness Data and Information Set (HEDIS) data and claim encounter data.  

VI. STC 78(e) – MFP Benchmarks 

Kansas’s Money Follows the Person (MFP), five year demonstration grant, serves four HCBS populations:  
the Frail Elderly (FE), the Physically Disabled (PD), the Traumatic Brain Injured (TBI), and the 
Intellectually/Developmentally Disabled (I/DD).  During calendar year 2016, 182 individuals were 
transitioned from institutions to their home and community.   

Summary of 2016 performance on annual transition benchmarks in the Kansas Money Follows the Person 
grant follows:  

Calendar Year 2016 FE DD/ICF PD TBI 
 

 

Total Number of annual transition 
benchmarks achieved 52 37 90 3  

Total Number of annual transition 
benchmarks (revised) 65 37 198 10  

Percent Achieved 80.00% 100.00% 45.45% 30.00%  
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Calendar Year 2016 FE DD/ICF PD TBI 

Total Number of current MFP participants 
who are re-insitutionalized 3 0 10 0 

Total Number of current MFP participants 
64 36 126 6 

Re-insitutionalized Percent  4.69% 0.00% 7.94% 0.00% 
Post Transition Success Target 80.00% 80.00% 80.00% 80.00% 
Percentage of MFP participants maintaining 
the same level of service after moving to 
HCBS (post transition success) 
Percent Achieved 

95.31% 100.00% 92.06% 100.00% 

 

VII. STC 78(f) – HCBS Waiver Waiting Lists 
 
Pursuant to STC 47, the state must report on the status of individuals receiving HCBS Services, including 
progress regarding waiting lists. 

A. Total number of people in nursing facilities, and public ICF/IDDs 

  
Program CY 2012 CY 2013 CY 2014 CY 2015 CY2016 

Nursing Facilities 14,913 14,517 14,565 14,163 12,549 

Public ICF/IDDs 350 344 337 328 322 

 
B. Total Number of people on each of the 1915(c) waiting lists: 

 
a. Intellectual/Developmental Disabilities waiver program:  3,550 as of December 31, 2016 
b. Physical Disabilities waiver program:  822 as of December 31, 2016 

 
C. Number of people that have moved off the waiting list and the reason: 

  
a. Intellectual/Developmental Disabilities waiver program, as of December 31, 2016: 

 
Reason moved off waiting list Number of people 

Placed on Services (Includes HCBS, MFP, and PACE) 414 
Other 320 

 
b. Physical Disabilities waiver program,  as of December 31, 2016: 

Reason moved off waiting list Number of people 
Placed on Services (Includes HCBS, MFP, and PACE) 1,287 
Deceased 64 
Other 1,187 
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D. Number of people that are new to the waiting list:  494 for I/DD waiver;  816 for PD waiver  
(Data source:  KAMIS and Eligibility data) 
 

VIII. STC 78(g) – Institutional Days and NF, ICF/IDD Admissions 
 
Included are those admitted from MCOs HCBS delivery system into each institutional setting and those 
who are not KanCare HCBS recipients admitted from the community into each institutional type specified 
in STC 47.  (See also information at Section VII[A] above, regarding numbers served over years.) 
 

Seven Month Lag 
07/01/2015-06/30/2016 

Nursing 
Facilities 

Private 
ICF/IDDs 

Days 4,189,858 62,693 
Admissions 6,157 28 

   
IX. STC 78(h) – Ombudsman Program 
 
A summary of the KanCare Ombudsman program activities for demonstration year 2016 is attached. 

X. STC 78(i) – ID/DD Pilot Project 
 
The I/DD Pilot Project concluded effective February 1, 2014, when HCBS I/DD services became a part of 
the KanCare program.     

XI. STC 78(j) – Managed Care Delivery System 
 

A. Project Status, Accomplishments and Administrative Challenges: The initial focus of KanCare 
implementation was to ensure a successful transition for all populations, with a particular 
emphasis on populations new to managed care, including the introduction of elderly and people 
with disabilities to managed care, and the addition of people with developmental disabilities as 
of February 1, 2014. The Health Homes program for people with serious mental illness was 
discontinued June 30, 2016.     
 
Additional accomplishments in 2016 included the following (about which information has been 
provided in the quarterly STC reports to CMS): 

a. Regular reporting of key operational data, including to joint legislative committee 
providing oversight to KanCare and HCBS programs 

b. Separate and joint critical issues logs 
c. Regular meetings involving KDHE, KDADS and all three MCOs 
d. Educational and listening tours related to HCBS waiver activities and 1115 

Demonstration renewal 
e. KanCare Advisory Council and external workgroup meetings 

B. Utilization Data:  Utilization data related to all three KanCare MCOs, separately addressing physical 
health services, behavioral health, nursing facility, and HCBS services, are collected, with data 
reported by demonstration quarter.  These reports are one component of the state’s utilization 
analysis.  Unfortunately, there is a significant data lag for this report, and KDHE cannot report for 2016 
at this time. 
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Attached is the KanCare Utilization Report for demonstration year 3 (calendar year 2015). The 
previously submitted 2015 report was partially complete due to data lag mentioned above, and as 
indicated in the previous report. The chart enclosed here is the complete 2015 data. A comparison 
between pre-KanCare measurements and DY 4 data demonstrates a positive trend in the reduced 
utilization and expense of facility services during the third year of KanCare.  The chart demonstrates 
the success of the KanCare program in moving toward its primary goal of controlling Medicaid costs 
by emphasizing health, wellness, prevention and early detection. During the first 3 years of our 
demonstration program, KanCare has recognized an upward trend in utilization for 9 of the 12 service 
categories reviewed, averaging a 9% increase in overall utilization. As anticipated, the frequency of 
inpatient visits, nursing home stays and outpatient emergency room treatment have declined, 
thereby lowering the overall cost of health care. Of greatest significance is a 28% decrease in the 
annual utilization of inpatient days per 1,000 Members (defined as the total number of inpatient days 
divided by Member Months and multiplied by 12,000).  

The value of this trend is emphasized in the upward movement of those community based, local, 
outpatient office visits and ancillary services that KanCare has provided to our Members at a greater 
frequency than before implementation, revealing the causal relationship between the increase in 
these services and the reduction in inpatient stays. While member utilization of dental services, home 
and community based services and transportation services has increased by more than 25%, 
community based services overall have seen an average increase of 16% in utilization since 2012, with 
the exception of behavioral health which experienced a modest 3% reduction 

By holding MCOs to outcomes and performance measures, and tying measures to meaningful 
financial incentives, the state is improving health care quality for our members and reducing the 
overall cost of Medicaid in Kansas. 

 
CY 2015 

Utilization Report 

The Utilization Report consists of two Medicaid data sets, one for CY 2015 (1/1/2015 through 12/31/2015) and 
one for CY 2012 (1/1/2012 through 12/31/2012). The purpose of this report is to compare the 2015 KanCare 
data to the 2012 Pre-KanCare data to gauge utilization of services. 

    KanCare Pre-KanCare     

Aggregate Utilization Report CY 2015 
Encounter Claims 

CY 2012                                                                                            
Encounter and FFS          

Comparing CY 2015 to CY 
2012 

Type of Service Units Reported Utilization Per/1000 Utilization Per/1000 Utilization 
Per/1000 

% 
Difference 

Behavioral Health Claims 4,990 5,151 -161 -3% 
Dental  Claims 1,161 880 281 32% 
HCBS Unit  5,183,500 3,058,464 2,125,036 69% 
Inpatient Days 851 1,189 -338 -28% 
Nursing Facility Days 328,593 336,732 -8,139 -2% 
Outpatient ER Claims 746 762 -16 -2% 
Outpatient Non-ER Claims 1,945 1,794 151 8% 
Pharmacy Prescriptions 10,328 9,859 469 5% 
Transportation Claims 793 617 176 29% 
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Vision Claims 351 326 26 8% 
Primary Care Physician Claims 4,517 3,728 789 21% 
FQHC/RHC Claims 876 855 21 2% 
  

Report criteria used to extract Utilization data from DSS: 
CY 2015 Encounter data taken from the DSS includes claims with Dates of Service of 1/1/2015 thru 12/31/2015 with a Paid Date >= 1/1/2015; CY 2012 FFS and 
Encounter data taken from the DSS includes claims with Dates of Service of 1/1/2012 thru 12/31/2012 with a Paid Date >=1/1/2012. 
Utilization per 1000 formula is Units Reported/Member Months *12000 - this illustrates the services used per 1000 beneficiaries over a 12 month period. 
CY 2015 Utilization Report data was updated via a new DSS platform in January 2017.  
For comparison purposes, CY12 Member Months do not include populations carved out of KanCare (MediKan, SOBRA, Tuberculosis, PACE, or Aids Medication 
Assistance). 

 
C. CAHPS Survey:  The Consumer Assessment of Health Care Providers and Systems (CAHPS) surveys are 

conducted annually by the KanCare Managed Care organizations, and validated by the state’s External 
Quality Review organization (EQRO) the Kansas Foundation for Medical Care (KFMC).  This is the third 
year the surveys were reviewed by KFMC since the launch of KanCare in January of 2013 
 

CAHPS is a survey tool developed to assess consumer satisfaction and member experiences with their 
health plan.  It is a nationally standardized survey tool sponsored by the Agency for Health Care Research 
and Quality (AHRQ), and co-developed with National Committee for Quality Assurance (NCQA).  The 
survey measures how well health plans are meeting their member’s expectations and goals; to determine 
which areas of service have the greatest effect on member’s overall satisfaction; and to identify areas of 
opportunity for improvement which could aid plans in increasing the quality of care provided to members. 
 
Detailed specifications are provided by NCQA to be used by health plans in conducting the survey.  In 
order for a health plan’s CAHPS survey to be a dependable source of information, it must be administered 
according to the published CAHPS technical specifications.  When administered properly, CAHPS surveys 
provide information regarding the access, timeliness and/or quality of health care services provided to 
health care consumers. 
 
The following members were identified for participation in the survey: 
 

1. Currently enrolled when the survey was conducted 
2. Enrolled in the health plan for at least the last six months 
3. Child population that was 17 years of age or younger as of 12/2015 from both the TXIX and 

Title XXI plans 
4. Adult population that was 18 years or older as of 12/2015 
5. The sample did not include more than one person per household 
 

Amerigroup and United met the sample specifications for the 2015 CAHPS survey.  Sunflower State 
Health Plan did not sample the Title XIX and Title XXI child populations separately as required by the 
State of Kansas, resulting in insufficient numbers of valid survey responses for those populations in their 
plan. 
 
Rating of Health Plan: The table below shows the survey responses across all population members who 
rated their plan with an 8, 9 or 10 on a 0-10 scale (0 being the worst plan and 10 being the best plan)  
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Table 5. Rating of Health Plan - 2014 to 2016 

Population Program MCO 2016 2015 2014 
% QC % QC % QC* 

 
 

Adult 
 AGP 75.48% <50th 71.08% <25th 72.55% <50th 

SHP 75.37% <50th 73.49% <50th 71.68% <50th 
UHC 80.16% >75th 76.91% >50th 73.33% <50th 

KanCare Adult 76.54% >50th 73.39% <50th 72.54% <50th 
 
 
 

General 
Child 

 
Title XIX 

AGP 85.20% >50th 88.32% >75th ** ** 
SHP 90.07% >75th 86.47% >66.67th 86.45% >50th 
UHC 89.93% >75th 87.77% >75th ** ** 

 
Title XXI 

AGP 87.83% >66.67th 86.73% >66.67th ** ** 
SHP 92.00% >95th 89.06% >75th 84.91% >50th 
UHC 89.47% >75th 87.54% >75th ** ** 

 KanCare GC 88.74% >75th 87.56% >75th 86.79% >50th 
 
 

Children 
with 

Chronic 
Conditions 

 
Title XIX 

AGP 82.71% <50th 83.61% >75th ** ** 
SHP 84.55% >66.67th 82.80% >66.67th 82.17% >50th 
UHC 86.10% >75th 82.03% <50th ** ** 

 
Title XXI 

AGP 88.93% >95th 85.46% >90th ** ** 
SHP 89.92% >95th 85.91% >90th 81.38% >50th 
UHC 85.95% >75th 88.24% >95th ** ** 

 KanCare CCC 85.22% >75th 83.51% >75th 81.08% >50th 
Note: The percentages are for those who responded with either an 8, 9, or 10 on a scale of 0 to 10, 
where 0 is the worst possible and 10 is the best possible. 
*NCQA provided additional percentiles, 33.33 rd and 66.67th, in 2015. 
**AGP and UHC did not conduct separate Title XIX and XXI surveys in 2014. 

 
The purpose of the CAHPS survey is to assess the member’s experience with the access, timeliness 
and quality of the health care available to them through their health plan.  Overall the three 
Kansas MCOs received high marks.  The full CAHPS survey results are attached to this report.   
 

• When asked how often it was easy to get the needed care, tests or treatment at least 
87% of respondents answered “always’ or “usually” 

• Members reported satisfaction with timeliness of care available to them, 83%-85% of 
adults reported “Getting Care Quickly” and 90%-95% of children reported quick access 
to care 

• 74% of adult members and 82%-90% of parents/guardians of child members reported 
being satisfied with the quality of their health care 

• Members reported satisfaction with the customer service provided by their health plan 
with rates ranging from 86%-96%. 

 
D. Annual Summary of Network Adequacy:  The MCOs continue to recruit and add providers to their 

networks.  The number of contracting providers under each plan is as follows (for this table, providers 
were de-duplicated by NPI): 
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KanCare MCO # of Unique 
Providers as of 

3/31/16 

# of Unique 
Providers as of 

6/30/16 

# of Unique 
Providers as of 

9/30/16 

# of Unique 
Providers as of 

12/31/16 

Amerigroup 15,802 16,410 16,623 16,886 
Sunflower 20,389 20,647 20,734 21,391 
UHC 21,290 22,133 24,321 23,778 

 
The chart above does not account for a provider who covers multiple specialties or areas. Gaps in 
coverage are reported each month by the MCOs by way of Geo Access Reports. Where gaps exist, 
the plans report their strategy for closing those gaps. In addition to continuing to recruit pre-
KanCare Medicaid providers and any newly identified providers, the plans are committed to 
working with providers in adjacent cities and counties to provide services to members. The 
current State Required levels of network coverage for HCBS services are met (minimum of two 
providers/county) with the exception of a few specialties in which there is a shortage of providers 
available. In these instances, the plans are working with and encouraging contracted providers to 
extend services to areas without providers. As always, the MCOs are responsible for providing 
medically necessary services, even if they must authorize members to see non-network providers, 
make single case agreements with non-network providers or transport members to areas that 
have network providers available. 

 
The network adequacy reporting from the MCOs remains problematic to analyze due to repetitive 
and extensive errors with duplication, incorrect types and specialties, incorrect addresses. Each 
MCO has struggled with correcting their data. While the reports are much improved since 
previous years, errors still remain. The new Managed Care rules have removed enrollment 
responsibility from MCOs, the State of Kansas added complete provider enrollment duties into 
the contract with their Fiscal Agent to build a new MMIS system. In that new system, we are 
building a provider enrollment portal which all Kansas Medicaid providers must use to enroll. The 
Fiscal Agent will assign specialties and provider types per the enrollment and taxonomy 
information provided by the provider. We expect phase one of this system to be up and running 
late 2017. This new system will be a solution to one long-standing problem with network 
adequacy analysis – inaccurate provider data from the MCO reports. With the new system, this 
will provide standardized provider types, specialties and address information, thus eliminating 
some of the current errors with the network adequacy reports. 

 
Regarding MCO compliance with provider 24/7 availability, here are the processes, protocols and 
results from each of the MCOs: 

 
Amerigroup 
Amerigroup’s contractual agreements with all its PCPs and other Professional providers mandate 
that, in accordance with regulatory requirements, the provider must ensure that members have 
access to 24 hour-per-day, 7 day-per-week urgent and emergency services. Amerigroup’s provider 
manual, incorporated by reference into provider contracts, also requires that PCPs arrange for 
coverage of services to assigned members 24 hours a day, 7 days a week in person or by an on-
call physician. 
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In order to properly monitor that this access is available from both an appointment availability 
and after-hours access perspective, Amerigroup Kansas, Inc. engages a vendor to conduct an 
annual survey of both primary care providers and specialists to ascertain their availability to 
members. The survey provides the foundation for adjusting provider oversight activities to more 
fully achieve the best access available for members.  

Amerigroup measures compliance of two distinct components in overall member access: (1) 
appointment availability and (2) after-hours access. For appointment availability, Amerigroup’s 
efforts resulted in strong scoring in all categories; averaged across all four surveyed groups (PCPs 
/ Pediatrics / Behavioral Health / Specialists).   

• PCPs ranged between 93-97% compliance:  93% for routine care, 95% for urgent care, 
and 97% for emergent care.  

• Specialists’ overall improvement between 2014 (75%) and 2015 (80%) has remained 
steady with overall compliance at 79% in 2016.  Routine and urgent reflect the same 
one per cent differential from 2015, with 98% for routine care and 88% for urgent care 
in 2016.    

• Pediatrics showed a decrease in overall compliance, primarily due to a decrease from 
100% in both urgent care and emergent care in 2015 to 99% in emergent and 97% in 
urgent care in 2016.    However, routine care reflects a significant increase from 87% to 
96%.  

• Behavioral Health specialties once again scored in the 95%-99% range in all categories.  
This includes an improvement in mental health follow-up which scored at 92% over the 
88% score in 2015.  

The survey results indicate there were 83 noncompliant providers.  In summary, of the 83 non-
compliant providers, Behavioral Health comprised the majority at 46%, followed by Specialists at 
33%, then PCP’s at 19%, and just 2% for Pediatrics.  Our follow up to these non-compliant 
providers will include, but is not limited to: 

• Additional education to reiterate the availability standards at recurring CMHC meetings. 
• Individual provider outreach to reiterate availability standards and evaluate all 

responses for appropriate action plans. 

After-hours compliance remained stable with total compliance at 89% across the two survey 
groups of PCPs and Pediatric providers.  

In 2017, the provider servicing plan will include on-site visits to educate and validate non-
compliant practices.  We will also capture “best practices” to share with non-compliant practices 
and other tips/ techniques/procedures that drive enhanced compliance.  Additionally, where we 
become aware of new or additional specialty practices, we will engage those providers in 
contracting in an attempt to bolster the network.   
  

Sunflower 
Sunflower providers are required per the provider participating agreement and Sunflower 
provider office manual to maintain sufficient access to needed healthcare services on an ongoing 
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basis and shall ensure that such services are accessible to members as needed 24 hours a day, 
365 days a year as follows: 

• A provider’s office phone must be answered during normal business hours 

• A member must be able to access his or her provider after normal business hours and 
on weekends. This may be accomplished through the following: 

-- A covering physician 
-- An answering service 
-- A triage service or voicemail message that provides a second phone number 
that is answered 
-- Any recorded message must be provided in English and Spanish, if the 
provider’s practice includes a high population of Spanish-speaking members 
 

Examples of unacceptable after-hours coverage include, but are not limited to: 

• Calls received after hours are answered by a recording telling callers to leave a 
message; 

• Calls received after hours are answered by a recording directing members to 
go to an emergency room for any services needed; and 

• Not returning calls or responding to messages left by patients after hours 
within 30 minutes. 

The selected method of 24-hour coverage chosen by the member must connect the caller to 
someone who can render a clinical decision or reach the PCP or practitioner for a clinical decision. 
Whenever possible, the PCP, practitioner, or covering medical professional must return the call 
within 30 minutes of the initial contact. After-hours coverage must be accessible using the 
provider office’s daytime telephone number. 

Sunflower has questions included in the annual CAHPS member satisfaction survey to gather 
information on member access to after-hours services and getting care quickly. On the 2015 
CAHPS survey, Sunflower performed at the 75th percentile on getting care quickly for both the 
Adult and Child surveys.  With regard to after-hours access for adults, 74.1% responded with 
always/usually. For the Child CAHPS survey, 77.9% responding with always/usually.  (The specific 
question asked is “In the last 6 months, when you phoned after regular office hours, how often 
did you get the help or advice you needed”).   

Sunflower continues to be contracted with NurseWise to provide after-hours services to both 
members and providers as well as to provide surveys to monitor both after hours and access to 
care for Sunflower members. When the Sunflower toll-free number is called after hours, members 
or providers calling have the option of being directed to NurseWise for after hours, weekends and 
holiday coverage. NurseWise reports daily the number of calls received and also escalates any 
quality of care issues back to Sunflower for follow up. Sunflower conducts monthly Joint Oversight 
Committee meetings and quarterly Vendor Oversight meetings with NurseWise to ensure 
compliance with the contract standards set forth. These oversight meetings are managed by 
Sunflower’s vendor manager. Members of the Sunflower leadership team attend both the 
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monthly and quarterly meetings and are responsible for reviewing the reports supplied by the 
vendor. Based on these monthly activity reports and the quarterly DVO meetings, NurseWise is 
meeting their contractual obligations for after-hours nurse line and triage calling. 

Sunflower had questions included in the 2016CAHPS member satisfaction surveys to gather 
information on member access to after-hours services and getting care quickly: 

Adult 2016 CAHPS Survey: 

Q60. In the last 6 months, did you phone your personal doctor’s office after regular 
office hours to get help or advice for yourself? 

479 responded out of 560 eligible members; 67 responded with a yes; 66 no answer; 
and 412 responded with a no. Results indicated that 14% responded that they had 
called their personal doctor’s office after hours for help or advice for themselves. 

Q61. In the last 6 months, when you phoned after regular office hours how often did 
you get the help or advise you needed?  

Out of the 67 eligible to answer this question, 29 (48.3%) responded with always, 16 
(26.7%) responded with usually for a total of 45 (75%) of always/usually.  

Child with Chronic Conditions CAHPS Survey: 

General Population 

Q84. In the last 6 months, did you phone your child’s personal doctor’s office 
after regular office hours to get help or advice for your child?  

Out of the 635 eligible respondents, 580 responded. 55 provided no answer, 79 
(13.6%) responded yes and 501 (86.4%) responded no.  

Q85. In the last 6 months, when you phoned after regular office hours, how 
often did you get the help or advice you needed for your child?  

There were 79 eligible members with 71 who responded on the question. 47 
(66.2%) responded with always, 12 (16.9%) responded with usually for a 
summary rate of always/usually of 59 (83.1%).  

Chronic Condition Population 

Q84. In the last 6 months, did you phone your child’s personal doctor’s office 
after regular office hours to get help or advice for your child?  

608 total eligible respondents, with 575 who responded. 33 provided no 
answer, 96 (16.7%) responded with yes and 479 (83.3%) responded with no; 
producing yes summary rate of 96 (16.7%).  

Q85. In the last 6 months, when you phoned after regular office hours, how 
often did you get the help or advice you needed for your child?  
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96 total eligible respondents; with 2 that did not provide an answer, 64 (74.4%) 
responded with always and 11 (12.8%) responded with usually for an 
always/usually summary rate of 75 (87.2%).  

United 
UnitedHealthcare’s contractual agreements with all its providers mandate that, in accordance 
with regulatory requirements, providers must ensure that members have access to 24 hour-per 
day, 7 day-per-week urgent and emergency services. United’s Provider Administrative Guide, 
which is incorporated by reference into provider contracts, requires that both Primary Care 
Physicians and Specialists be available to members 24 hours a day, 7 days a week, or have 
arrangements for live telephone coverage by another UnitedHealthcare provider. To assess 
appointment access and availability, United employs a vendor to make calls on their behalf. The 
vendor analysis reflect timeliness of appointment using two sets of standards: those specified in 
the contract with the State and those required by the National Committee on Quality Assurance.  
Generally, emergency and urgent access is faster for PCPs than for specialists.  Around 90% of 
PCPs could provide routine care and physicals within three weeks (State standard) and 80% within 
two weeks (NCQA standard).  Access to physicals within the three-week State contractual 
standard and four-week NCQA standard is higher for children (approximately 90%) than for adults 
(approximately 70%).  Access to OB care is increasingly less available as the pregnancy progresses, 
though it remains between 80% and 90% throughout the pregnancy. (No separate NCQA standard 
exists for pregnancy care.) It should be noted that access to pregnancy care is measured only for 
OB practitioners; however, many PCPs also provide obstetric care, and these are not included in 
the analysis.  Future surveys will attempt to include this information. 

The process for assessing access is as follows:  Emergency/urgent care is generally available from 
PCPS within 1-2 days and from specialists within 3-4 days.  Waiting times for behavioral care are 
slightly longer, 5 to 7 days.  Average waiting time for OB care is approximately one week, 
consistent with the finding that most providers could meet the contractual standards of 3 weeks 
for first-trimester, 2 for second trimester and 1 for third trimester (with a few outliers accounting 
for noncompliance). Most high-risk pregnancies were able to get an appointment within 3-4 days. 
No separate State or NCQA waiting time standard exists for high-risk pregnancy. A random sample 
of calls is also done after hours to assess whether on-call service is available and how quickly care 
can be provided.  After hours calls were placed to all provider types except behavioral health.  
Across all provider types, slightly over three-fourths (76%) had an adequate process in place, such 
as an answering service, nurse, physician, or number to contact.  These data are consistent with 
previous years. 

Outcomes of Onsite Reviews – A full review in 2016, including both the State Contract review and the 
EQRO BBA review was conducted by way of desk reviews and on-site audits.  The State and the EQRO 
began monthly planning meetings for the reviews in October, 2015.  These collaborative efforts increased 
in frequency during the first part of 2016 to bi-monthly meetings and increased again in the spring to 
weekly meetings.  Documentation submissions from the MCOs were due during the first two weeks of 
April and on-site reviews were conducted at each MCO, respectively, during June, August and October, 
2016.  The EQRO conducted the BBA in accordance with federal regulatory guidance and the State focused 
on key areas initially developed for the in the 2013 BBA/State Contract Review with State program 
management staff guidance.   
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All three on-sites were conducted using the same agenda and focus areas over the course of three days 
with two distinct and consistent teams operating concurrent sessions on two tracks; one for the BBA and 
one for the State Contract Review.   The State Contract focus areas for the on-site review included, but 
were not limited to, appeals, grievances, finance, coordination of care, customer service, and provider 
credentialing.   

The EQRO and the State identified the following operational strengths at each MCO exit interview. 

Amerigroup 
• AGP has a DME expert that they can call on and that allows AGP the opportunity to 

provide better equipment than what was requested. 
• AGP refers to all staff as a “village.” This means they all are responsible to take care of 

the member’s needs and it is not one specific person’s job.  This approach was 
exemplified through success stories and interview responses.  

• Collaboration occurs between departments to pull in individuals with the expertise 
needed.   The Provider Representatives, Case Managers, and nurses have coordinated 
visits to the providers. 

• AGP puts a premium on volunteerism and bringing members in to help staff be aware 
that members are the people in their community, in the neighborhood, and in their 
families and AGP hires within the communities in which the members reside. 

• In 2013, KFMC made a recommendation for Amerigroup’s internal system to update, in 
real time, whether a provider panel is open/closed. In 2014, AGP advised their system 
has gone to real-time updates of open/closed provider panels. What was an opportunity 
for improvement in 2013 is noted as a strength in the 2016 review. 

 
Sunflower 

• There is a lot of internal communication that occurs between departments that allows 
member’s needs to be met and for unique services requested, Medical Directors reach 
out to providers to get those services authorized.  

• SSHP looks for ways to improve their Utilization Management processes, practices, and 
systems. This was evident in the interview when they discussed all the changes they 
recently made.  

• SSHP has put a great deal of time and effort into making improvements and how they 
carry out their day-to-day processes. For example, the A1C work they completed where 
they took data from 2014 and built on it. They increased the focus from just those 
members that had at least one A1C, and used the 2015 data to discover those members 
that didn’t even have one A1C and were able to get 60-70 of those members lab drawn.  

• All the member materials and books used for education, including having their own 
children's author.  

• Multiple teams can access the CRM and True Care System and data systems are updated 
in real time (15 minutes- 2 hours). 

 
UnitedHealthcare 

• Supervisors listen to recorded member calls and have the opportunity to hear the 
conversation staff had with the member and provide coaching if there are areas for 
improvement. 
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• Multiple teams have access to the Care One system. 
• UHC is looking forward, innovative, and have a proactive approach to improvement 

(e.g., Key Member Indicator Survey, work regarding Value-Based Purchasing, and ACO 
approaches with practices). 

• Implementation of the Peer Support Program. 
• It is evident the structure UnitedHealthcare has created (e.g., policy, procedures, and 

manuals) flows well into the direct work staff have with members and has a positive 
impact on the member’s life. 

All 
• All three MCOs are collaborating together to train providers so the provider does not 

have to attend three separate trainings (one per MCO).  
 

The EQRO and the State are clarifying audit results and are in the scoring phase of the 
review to finalize findings and recommendations.  The findings will be included in future 
quarterly and annual STC reports. 

 
E. Summary of PIPs:  Two of the three KanCare MCOs – Amerigroup and United – initiated performance 

improvement projects (PIP) in July 2013. Sunflower’s project planning process extended into late 
2013; therefore, interventions were not initiated until January 1, 2014. The current collaborative PIP 
started in August 2016 focusing upon the HEDIS measure for HPV vaccination.  

 
For individual PIPs: 

• Amerigroup chose to improve well-child visit rates in the third, fourth, fifth and sixth years 
of life. 

• Sunflower chose to increase the rate of initiation and engagement of alcohol and other 
drug dependence treatment. 

• UnitedHealthcare chose to improve follow-up after hospitalization for mental illness. 
 
Each PIP methodology was reviewed and revised to ensure that clear interventions, outcomes, 
tracking, and measurement methods were identified. Representatives of each MCO report PIP 
progress at regularly occurring KanCare interagency meetings. Written updates have also been 
provided post-implementation of each PIP.  The State also created monthly report templates for 
each MCO to send data showing the progress of each PIP. Following is a brief summary of each 
MCO’s PIP and current standing. 
  
UnitedHealthcare selected follow-up after hospitalization for mental illness (FUH) for its PIP topic. 
The primary focus of this PIP is to improve rates of follow-up appointments within 7 days and 30 
days of discharge after hospitalization for mental illness and ensuring members have medication 
available in hand at discharge.  United is working to answer the study question:  “Does providing 
timely and appropriate aftercare appointments for members hospitalized for select mental health 
disorders increase member compliance with follow-up care?” United’s interventions include care 
coordinator assistance with discharge planning; contact with members by discharge specialists; 
assigning “high risk members” an FCA or peer support specialist to assist; and tracking provision 
of medication at time of discharge. UHC started in 2016 to contact all members for whom they 
receive discharge information in efforts to improve rates for follow-up care.  UnitedHealthcare is 
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consistently above the 50th percentile for the HEDIS measure corresponding to this PIP topic. The 
State suggested that UHC change their individual PIP topic to improving a HEDIS measure which 
consistently has a low score. UHC agreed and next year, will start a PIP on Diabetes Screening for 
People with Schizophrenia or Bipolar Disorder Who Are Using Antipsychotic Medications. 

 
Amerigroup selected well-child visits in the third, fourth, fifth, and sixth years of life for their PIP 
topic. Amerigroup is working to answer the study question:  “Does the implementation of 
targeted interventions improve well-child visit rates in the third, fourth, fifth, and sixth years of 
life?” Amerigroup’s interventions include:  member education; a rewards program of $25 paid to 
parents for compliance with well child visits for those aged 5 and 6; birthday postcards; member 
outreach and reminder calls; community events; and provider outreach. Monthly data indicate a 
generally positive trend; however, the PIP data every year has compared unfavorably with pre-
KanCare HEDIS data and remain below the 50th percentile.  Amerigroup is still struggling to 
improve the participation numbers for the Healthy Rewards program, and they are evaluating 
various options to increase enrollment. Reminder calls will have a geographical component, to try 
to reach children in areas with the lowest well-child visit rates. KDHE will continue to monitor this 
PIP on a monthly basis through reporting templates and assist Amerigroup with suggestions for 
improvement. 

 
Sunflower selected initiation and engagement in alcohol and other drugs (AOD) treatment for its 
PIP topic. The population for this study includes all Sunflower members receiving and/or eligible 
to receive an AOD encounterable service. Sunflower is working to answer the study question:  
“Will provision of care coordination to members diagnosed needing AOD treatment result in a 
statistically significant improvement in member initiation and engagement in AOD services?” 
Sunflower’s primary intervention will be the offering of care coordination to the project 
population.  Sunflower had difficulty in defining the criteria and quantifiable data to prove the 
success or challenges of the PIP in their initial reports. Continuing inconsistencies in the report, 
Sunflower staff turnover and multiple data errors also created difficulties with the PIP.  The PIP 
problems were addressed through frequent updates and meetings with the State and the EQRO.  
Late 2016, Sunflower asked the State if they may select a different HEDIS measure for a PIP topic, 
one with better defined population and interventions. Due to their continual struggle with the 
current PIP, the State agreed that they may switch their topic. Sunflower chose the same PIP topic 
as UnitedHealthcare - Diabetes Screening for People with Schizophrenia or Bipolar Disorder Who 
Are Using Antipsychotic Medications. 
 
The collaborative PIP project, which all three KanCare MCOs are implementing together, is aimed 
at increasing the rate of HPV vaccination in Kansas.  Kansas has one of the lowest rates of 
adolescent females receiving more than one dose of the vaccine. Interventions will include 
multifaceted education and outreach interventions, targeting both providers and 
parents/guardians.  Phone campaigns of eligible target 12-year-old female members,   
Use of a CDC produced webinar, Gap in Care Report/Profiles to providers, Chief Medical Officer 
(CMO) outreach to primary care practitioners (PCPs) are some of the specific interventions 
planned for this PIP. MCOs will also review non-compliant member data to establish geographic 
population densities and work with a community provider or practitioner (ex. Health Department, 
Visiting Nurses, Pharmacy, or safety net clinic) to conduct a vaccine fair for members in that area. 
This HEDIS measure changed from a female-only measure to male/female adolescent measure 
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during the planning of this PIP. Additional interventions aimed at adolescent males are under 
discussion. 
 

F. Outcomes of Performance Measure Monitoring    
HEDIS Measures 
Summary of statewide results (all three KanCare MCOs aggregated) for calendar year 2015 
(measurements conducted in 2016), calendar year 2014 (measurements conducted in 2015) and 
calendar year 2013 (measurements conducted in 2014), reflecting performance compared to the 
national 50th percentile on each of the measures, is set out in the chart that follows:  

HEDIS Measure Aggregated MCO Results for CY2013 - CY2015 

Measure Type  HEDIS Aggregated Results  
Quality Compass 

50th Percentile * 

  Hybrid Admin CY2015 CY2014 CY2013 CY2015 CY2014 CY2013 

Comprehensive Diabetes Care 

HbA1c Testing (P4P) 

H   

84.9% 84.8% 83.1% ↓ ↓ ↓ 
Eye Exam (P4P) 62.5% 58.6% 50.1% ↑ ↑ ↓ 
Medical Attention for Nephropathy 

(P4P) 89.2% 76.8% 75.8% ↓ ↓ ↓ 

HbA1c Control (<8.0%) (P4P) 46.6% 39.3% 39.0% ↓ ↓ ↓ 

HbA1c Poor Control (>9.0%) (lower 
% is goal) 45.4% 52.9% 54.4% ↓ ↓ ↓ 

Blood Pressure Control (<140/90) 
(P4P) 58.8% 52.6% 53.1% ↓ ↓ ↓ 

Well-Child Visits in the Third, Fourth, Fifth and Sixth Years of Life 

    A 62.7% 62.1% 60.8% ↓ ↓ ↓ 

Adolescent Well Care Visits 

    A 43.0% 42.6% 42.3% ↓ ↓ ↓ 

Adults' Access to Preventive/Ambulatory Health Services (P4P) 

Ages 20-44 

  A 

83.7% 84.3% 85.4% ↑ ↑ ↑ 
Ages 45-64 92.3% 92.4% 92.2% ↑ ↑ ↑ 
Ages 65 and older 89.7% 88.6% 89.5% ↑ ↑ ↑ 

Total - Ages 20 and older 87.1% 87.5% 88.4% ↑ ↑ ↑ 

Annual Monitoring for Patients on Persistent Medications 

    A 90.2% 89.7% 84.9% ↑ ↑ ↓ 

Follow-up after Hospitalization for Mental Illness, within seven days of discharge 

    A 62.8% 56.2% 61.0% ↑ ↑ ↑ 

Prenatal Care 

  H   67.4% 70.4% 71.4% ↓ ↓ ↓ 

Postpartum Care 
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HEDIS Measure Aggregated MCO Results for CY2013 - CY2015 

Measure Type  HEDIS Aggregated Results  
Quality Compass 

50th Percentile * 

  Hybrid Admin CY2015 CY2014 CY2013 CY2015 CY2014 CY2013 

  H   57.5% 55.8% 60.3% ↓ ↓ ↓ 

Chlamydia Screening in Women 

Ages 16-20 

  A 

41.3% 41.0% 42.4% ↓ ↓ ↓ 
Ages 21-24 53.5% 54.5% 55.6% ↓ ↓ ↓ 

Total – Ages 16-24 45.8% 45.4% 46.1% ↓ ↓ ↓ 

Controlling High Blood Pressure 

  H   48.2% 51.5% 47.3% ↓ ↓ ↓ 

Initiation in Treatment for Alcohol or other Drug Dependence 

Ages 13-17 

  A 

46.4% 50.8% 49.0% ↑ ↑ ↑ 
Ages 18 and older 37.7% 41.3% 40.9% ↓ ↑ ↑ 

Total – Ages 13 and older 38.9% 42.6% 42.1% ↑ ↑ ↑ 

Engagement in Treatment for Alcohol or other Drug Dependence 

Ages 13-17 

  A 

26.8% 31.0% 32.5% ↑ ↑ ↑ 
Ages 18 and older 10.7% 12.1% 12.2% ↑ ↑ ↑ 

Total – Ages 13 and older 12.9% 14.8% 15.2% ↑ ↑ ↑ 

Weight Assessment/BMI for Children and Adolescents 

Ages 3-11 

H   

48.9% 44.3% 33.7% ↓ ↓ ↓ 
Ages 12-17 48.1% 47.3% 36.6% ↓ ↓ ↓ 

Total – Ages 3-17 48.6% 45.3% 34.7% ↓ ↓ ↓ 

Counseling for Nutrition for Children and Adolescents 

Ages 3-11 

H   

50.6% 50.8% 47.4% ↓ ↓ ↓ 
Ages 12-17 45.7% 47.0% 46.0% ↓ ↓ ↓ 

Total – Ages 3-17 49.1% 49.5% 46.9% ↓ ↓ ↓ 

Counseling for Physical Activity for Children and Adolescents 

Ages 3-11 

H   

43.3% 43.5% 39.6% ↓ ↓ ↓ 
Ages 12-17 48.3% 50.6% 53.1% ↓ ↓ ↓ 

Total – Ages 3-17 44.9% 45.8% 44.0% ↓ ↓ ↓ 

Appropriate Treatment for Children with Upper Respiratory Infection (URI) 

    A 76.3% 73.5% 71.9% ↓ ↓ ↓ 

Appropriate Testing for Children with Pharyngitis 

    A 55.1% 52.2% 51.6% ↓ ↓ ↓ 

Diabetes Monitoring for People with Diabetes and Schizophrenia 

    A 65.3% 60.1% 62.9% ↓ ↓ ↓ 

Flu Shot or Spray, Ages 18-64 (P4P), CY2015 CAHPS Survey 
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HEDIS Measure Aggregated MCO Results for CY2013 - CY2015 

Measure Type  HEDIS Aggregated Results  
Quality Compass 

50th Percentile * 

  Hybrid Admin CY2015 CY2014 CY2013 CY2015 CY2014 CY2013 

    A 43.7% 46.1% 47.5% ↑ ↑   

Annual Dental Visit 

Ages 2-3 

  A 

42.8% 41.2% 40.8% ↑ ↑ ↑ 

Ages 4-6 66.2% 65.7% 66.3% ↑ ↑ ↑ 

Ages 7-10 70.4% 70.1% 70.7% ↑ ↑ ↑ 

Ages 11-14 63.2% 62.8% 62.8% ↑ ↑ ↑ 

Ages 15-18 54.1% 53.5% 53.9% ↑ ↑ ↑ 

Ages 19-21 34.7% 30.2% 31.5% ↑ ↓ ↓ 

Total - Ages 2-21 60.9% 60.0% 60.3% ↑ ↑ ↑ 

Smoking or Tobacco Use in last six months, CY2015 CAHPS Survey 

Do you smoke or use tobacco? 

  A 

32.2% 33.5% 37.5% ↓ ↓ ↑ 

      If yes:             

 
           Often advised to quit 
smoking or using tobacco by a 
doctor 
           or other health provider 
in your plan. (P4P) 

 

79.5% 76.2% 75.7% ↑ ↓ ↓ 

 
           Medication to assist with 
quitting recommended by 
health 
           provider or discussed  

 

46.1% 43.2% 48.3% ↓ ↓ ↑ 

 
           Health provider 
discussed or provided methods 
or 
           strategies other than 
medication to assist with 
quitting 

 

44.4% 37.5% 38.6% ↑ ↓ ↓ 

Multi-Year HEDIS Measures to be Reported beginning with HEDIS 2015 (CY2014) 

Well-Child Visits in the First 15 Months of Life 

0 visits 

  A  

3.4% 4.2%     ↑^   ↑^   

1 visit 3.8% 4.8%     ↑^   ↑^   

2 visits 5.2% 6.2%     ↑^   ↑^   

3 visits 7.4% 8.3%     ↑^   ↑^   

4 visits 10.0% 13.4%   ↑ ↑   
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HEDIS Measure Aggregated MCO Results for CY2013 - CY2015 

Measure Type  HEDIS Aggregated Results  
Quality Compass 

50th Percentile * 

  Hybrid Admin CY2015 CY2014 CY2013 CY2015 CY2014 CY2013 

5 visits 15.1% 18.4%   ↓ ↑   

6 or more visits 55.1% 44.7%   ↓ ↓   

Medication Management for People with Asthma 

5-11 years of age 

  A 

29.1% 27.4%   ↑ ↑   

12-18 years of age 26.6% 24.1%   ↑ ↑   

19-50 years of age 38.8% 39.6%   ↑ ↑   

51-64 years of age 55.1% 53.0%   ↑ ↑   

Total - Ages 5-64 29.9% 28.1%   ↓ ↓   

Follow-Up Care for Children Prescribed Attention-Deficit/Hyperactivity Disorder (ADHD) Medication 

Initiation Phase 
  A 

50.7% 48.0%   ↑ ↑   

Continuation & Maintenance Phase 61.2% 54.8%   ↑ ↑   

Adult BMI                 

  H   77.6% 72.2%   ↓ ↓   

* ↑ indicates HEDIS aggregated results above the national Quality Compass (QC) 50th percentile; ↓indicates HEDIS 
aggregated results below the QC 50th percentile. NA indicates no QC comparison available 

.^ HEDIS rates greater than 50th percentile that indicate poor performance 

 
Dental Care 
The KanCare program in collaboration with MCO partners continue to increase dental health 
and wellness for the KanCare population. KanCare and partner agencies continue to emphasize 
the importance of regular dental care for our members and are committed to increasing 
utilization of these important services. 

Dental services data from 2015 show continued improvement over the 2014 data.   

       SFY 2014   SFY 2015 

Total Eligible receiving dental treatment     125,413   129,720 

Total Eligible receiving preventative services          116,526   122,724 

Value Added Benefits (VAB) are another way in which adult members may access preventive 
dental services. In 2015, 9,423 members received Dental services as Value added services 
provided through the MCO’s.  The value of these services totaled $1,133,840.  
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Pay for Performance Measures 
The final results of the KanCare MCOs’ performance for the 2015 pay for performance measures 
(measured in 2016) are detailed in the document attached to this report entitled “KanCare Pay for 
Performance Measures – Summary of 2015 Performance Outcomes.” 
 
Additional performance results are included in the 2016 KanCare annual evaluation report developed 
by Kansas Foundation for Medical Care and attached to this report. 

 
G. Summary of Plan Financial Performance:  As of December 31, 2016, all three plans are in a sound and 

solvent financial standing.  All three plans reported profits in 2016.  We anticipate this positive trend 
to continue as the MCOs continue their focus on improving the health outcomes of the Medicaid 
beneficiaries.     

Statutory filings for the KanCare health plans can be found on the NAIC's "Company Search for 
Compliant and Financial Information" website: https://eapps.naic.org/cis/. 

XII. Post Award Forum 

The KanCare annual public forum, pursuant to STC 15, was conducted on December 1, 2016.  A summary 
of the forum, including comments and issues raised at the forum, is attached. 
 
XIII. Annual Evaluation Report & Revised Evaluation Design 

The entity selected by KDHE to conduct KanCare Evaluation reviews and reports is the Kansas Foundation 
for Medical Care (KFMC).  The draft KanCare evaluation design was submitted by Kansas to CMS on April 
26, 2013.  CMS conducted review and provided feedback to Kansas on June 25, 2013.  Kansas addressed 
that feedback, and the final design was completed and submitted by Kansas to CMS on August 23, 2013.  
On September 11, 2013, Kansas was informed that the Evaluation Design had been approved by CMS with 
no changes.  In addition, the state submitted a revised KanCare Final Evaluation Design, with revisions as 
of March, 2015, submitted on April 1, 2015.  KFMC has developed and submitted quarterly evaluation 
reports and annual evaluation reports for all of 2013, 2014 and 2015, as well as quarterly reports for each 
quarter of 2016.   

KFMC’s annual report for 2016 is attached.  As with the previous evaluation design reports, the State will 
review  the annual report, with specific attention to the related recommendations, and will continue to 
take responsive action designed to accomplish real-time enhancements to the state’s oversight and 
monitoring of the KanCare program, and to improve outcomes for members utilizing KanCare services. 
 
XIV. Enclosures/Attachments 

The following items are attached to and incorporated in this annual report: 
 

Section of Report Where 
Attachment Noted 

Description of Attachment 

II(D) KanCare Safety Net Care Pool Reports (including DSRIP payments) 
III/IV KanCare Expenditure & Budget Neutrality – DY4 2016 

IX KanCare Ombudsman Report – DY4 2016 

https://eapps.naic.org/cis/
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Section of Report Where 
Attachment Noted 

Description of Attachment 

XI(G) KanCare Pay for Performance Measures – Summary of 2015 
Performance Outcomes 

XII KanCare 2016 Public Forum Summary 
XIII KFMC’s KanCare Evaluation Report – DY4 2016 

 

XV. State Contacts(s) 

Dr. Susan Mosier, Secretary  
Michael Randol, Division Director and Medicaid Director   
Kansas Department of Health and Environment 
Division of Health Care Finance 
Landon State Office Building – 9th Floor 
900 SW Jackson Street 
Topeka, Kansas 66612 
(785) 296-3512 (phone) 
(785) 296-4813 (fax)  
Susan.Mosier@ks.gov 
Mike.Randol@ks.gov  
 

XVI. Date Submitted to CMS 

March 31, 2017 

mailto:Susan.Mosier@ks.gov
mailto:Mike.Randol@ks.gov
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Kansas Foundation for Medical Care, Inc.  Page 14 

Follow-Up Care for Children Prescribed ADHD Medication (ADD) 
Data are based on aggregate weighted administrative HEDIS data.  
Population: Ages 6-12; Medicaid and CHIP combined populations; Children diagnosed with Attention 
Deficit Hyperactivity Disorder (ADHD) 
Analysis: Annual comparison to baselines reported in CY2014 and trending over time 
(ADD is a quality measure in the CMS Child and Behavioral Health 2017 Core Sets of Health Care Quality 
Measures for Medicaid.) 
 Initiation Phase – The aggregate weighted rate in CY2015 was 50.7% (>75th QC percentile), an 

increase 48.0% in CY2014 (>66.67th QC percentile). UHC had the highest rate (56.6%; >90th QC 
percentile); SSHP at 54.2% was above the QC 75th percentile; and AGP’s 41.2% rate in CY2015 was 
below the QC 50th percentile. 

 Continuation & Maintenance Phase – The aggregate weighted rate was 61.2% in CY2015 (>66.67th 
QC percentile), up from 54.8% in CY2014 (>50th QC percentile). Rates for continuation and 
maintenance increased for all three MCOs. UHC had the highest rate (67.3%; >90th QC percentile); 
SSHP at 66.3% was above the 75th percentile; AGP at 50.4% was below the QC 50th percentile, but 
was a 10% increase compared to CY2014.  
 

Medication Management for People with Asthma (MMA) 
Data are based on aggregated weighted administrative HEDIS data. QC percentiles are based on 75% 
compliance by age group and in total.  
Population: Ages 5-11, 12-18, 19-50, 51-65; Medicaid and CHIP combined populations 
Analysis: Annual comparison to baselines reported in CY2014 and trending over time  
(MMA is a quality measure in the CMS 2017 Core Set of Child Health Care Quality Measures for 
Medicaid) 
 Ages 5-11 – 29.1% in CY2015, up from 27.4% in CY2014, above the QC 50th percentile both years.  

UHC’s rate (31.3%; >66.67th QC percentile) was the highest of the three MCOs, increasing more 
than 8%. AGP (30.1%) and SSHP (26.7%) were both above the QC 50th percentile.  

 Ages 12-18 – 26.6% in CY2015, an increase compared to 24.1% in CY2014, above the QC 50th 
percentile both years. 

 Ages 19-50 – 38.3% in CY2015 (>50th QC percentile), an increase compared to 39.6% in 
CY2014 (> 66.67th QC percentile). UHC had the highest rate (45.7%; >75th QC percentile), 
and AGP had the lowest (32.2%; <33.33rd QC percentile). SSHP’s 38.1% rate was above the 
QC 50th percentile. 

 Ages 51-64 – 55.1% in CY2015, an increase compared to 53.0% in CY2014, above the QC 
66.67th percentile both years. 

 Total (Ages 5-64) – 29.9% in CY2015, an increase compared to 28.1% in CY2014, below the 
QC 50th percentile both years. UHC’s 31.9% was the highest of the three MCOs (>50th QC 
percentile). AGP’s rate (29.4%) and SSHP’s rate (28.9%) were below the QC 50th percentile. 

 
Well-Child Visits in the First 15 Months of Life (W15) 
This metric tracks the number of well-child visits after hospital discharge post-delivery. QC 
percentiles must be interpreted differently from those above; being above the 75th percentile 
for “0 visits,” for example is not a positive result, whereas being above the 75th percentile for “6 
or more visits” would be a positive result. Data are based on aggregated weighted 
administrative HEDIS data.  
Population: Age through 15 months; Medicaid and CHIP combined populations 
Analysis: Annual administrative rates compared to baselines reported in CY2014 and trending over time 
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